To introduce supported self-management (SSM) for depression, examine it through the use of a quality assessment framework, and show its potential for enhancing the Canadian health care system.
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Clinical Implications
• Increased familiarity with SSM is beneficial to health care providers working with depressed patients.
• SSM is particularly relevant to the overburdened primary mental health care system.
• SSM is also likely to prove beneficial to the secondary care system, as an adjunct to other treatments.
Limitations
• There is a knowledge gap concerning the implementation of SSM: little is known about barriers to health care provider and patient uptake.
• Another knowledge gap concerns the relative effectiveness of SSM at different levels of depression severity.
• SSM has yet to be significantly disseminated in most provinces of Canada-given that each province's health care system is different, little is known about national uptake.
S upported self-management for depression is a lowintensity behavioural intervention in which depressed people are taught mood management skills. It has the potential to significantly enhance depression care in Canada. This intervention is not only well suited to the primary care setting but also offers significant benefit to specialist mental health care. 1 SSM is a key feature of the chronic care model for recurrent health conditions (such as depression). 2, 3 This model is clear about the importance of actively supporting self-management:
Effective self-management support means more than telling patients what to do. It means acknowledging the patient's central role in their care, one that fosters a sense of responsibility for their own health . . . Providers and patients work together to define problems, set priorities, establish goals, create treatment plans and solve problems along the way. 4 SSM is also consistent with a stepped-care approach, in which the level of service is carefully matched to the patient's needs-a matching process that requires access to a range of interventions of increasing intensity. 5 SSM for mental health problems has been embraced by health care systems in numerous countries. 6, 7 It is recommended by the depression care guideline of the United Kingdom's NICE, under the rubric of "guided selfhelp," 8, p 9 as an element of usual care for depression. 8 This guideline indicates that SSM is to be considered for the routine management of "people with persistent subthreshold depressive symptoms or mild to moderate depression." 8, p 9 In Canada, SSM is recommended by the Canadian Network for Mood and Anxiety Treatments guideline as part of standard depression care. 9 Our paper will describe SSM and evaluate it in terms of the following key quality assessment criteria: relevance, effectiveness, appropriateness, efficiency, safety, acceptability, and sustainability.
Description
SSM is an intervention for common mental disorders, such as depression and anxiety, with 3 characteristic features.
1. The patient is provided with a self-management guide, usually a workbook or interactive website, that teaches knowledge and skills for coping with mental health problems.
2. Self-management guides are based on the principles of CBT, teaching coping skills for effective management of mood problems. Skills taught for coping with depression typically include behavioural activation, cognitive restructuring, and problem solving, as expanded on below:
Behavioural Activation
Depressed people are prone to reduce activities, whether these involve social contact, self-care, or recreation. Reduced involvement in rewarding activities worsens depressed mood, creating a cycle of decreased mood and decreased activity level. Behavioural activation skill instruction teaches the person to gradually increase positive activities through a process of effective goal setting, where goals are realistic, scheduled, and specific. Goals are initially quite modest and gradually increase, with generous positive feedback. Family members, partners, or friends can serve an important role in encouraging behaviour change.
Cognitive Restructuring
Depressed people are prone to interpret everyday situations in pessimistic and harshly self-critical ways, engaging in depressive self-talk that is unrealistically negative and unfair. For example, a friend's casual greeting may be interpreted as mocking or indifferent, thus conveying rejection and feeding into a bleak evaluation of oneself and one's world. Cognitive restructuring teaches the person to identify depressive self-talk, challenge its validity, and come up with fair-realistic ways of thinking about situations. These more useful thoughts are practiced until they gradually come to feel normal.
Problem Solving
Depression is associated with impaired problem solving: exaggerating problem severity, underestimating personal resources, narrowing options, and failing to implement action plans. Once again, there can be a cycle of depressed mood and poor problem solving. By using a structured approach, the problem-solving skill helps the depressed person to effectively evaluate problems, identify useful actions, and move toward solution. Improved problem solving helps to ameliorate situational triggers and enhance the person's sense of self-efficacy.
3. Application of the self-management guide is encouraged and coached. This may be done not only by a health care provider but also by peer support workers, support groups, family, or friends.
Examples of SSM Tools for Depression
Antidepressant Skills Workbook. This CBT-based selfmanagement workbook for depression was developed by mental health services researchers at Simon Fraser University. 10 This workbook is available for free download in English, French, Chinese (both scripts), and Punjabi; it can also be downloaded in audiobook format. Versions of this workbook are available for adolescents (Dealing with Depression), people in the workplace (Antidepressant Skills at Work), and people dealing with chronic health conditions (Positive Coping with Health Conditions).
Mind Over Mood. This CBT-based self-management workbook for depression is available at moderate cost from bookstores.
MoodGYM. This CBT-based interactive website for depression is accessible, free (registration required), at their website. 11
Beating the Blues. This CBT-based interactive website for depression is available for moderate cost at their website. 12 Although SSM has generally been viewed as a form of lowintensity treatment, it may also be understood as a form of knowledge exchange in which several types of knowledge (scientific evidence, pragmatic understanding, and lived experience) are shared between the provider and patient so as to generate therapeutic behaviour change. It seems incoherent to describe SSM as a treatment when the curative actions are implemented by the afflicted person, not the provider. In any case, the knowledge exchange perspective helps to draw our attention to the quality of clinical conversation between provider and patient: collaborative goal setting, establishment of rapport, elicitation of personal experiences, and enhancement of motivation for behavioural change.
Relevance
It has been found that people with depressive disorders present in large volume to the Canadian health care system. A study of physician service use for adults with depression in Alberta found 3-year (2001-2002 to [2003] [2004] treatment prevalence rates to be between 10.2% and 21.8%, respectively. 13 A similar analysis of physician treatment patterns in British Columbia examining use during three 1-year periods (1991-1992, 1995-1996, and 2000-2001) found 1-year treatment prevalence rates of 7.5%, 8.7%, and 9.5%, respectively. 14 In both studies, the large majority of these people received treatment exclusively in primary care. 13, 14 However, Canadian primary health care services are currently not well equipped to provide optimal care for depression.
Primary mental health care services by family physicians tend to involve brief visits (mostly 10 to 15 minutes, with a small proportion receiving a few longer counselling sessions) and infrequent contact. In both Alberta and British Columbia, service use studies found the largest proportion of patients with depression seen by family physicians received only a single session per year and only a very small proportion received extended follow-up. 13, 14 Most primary care physicians receive little training in the delivery of behavioural interventions for mental health problems. SSM has the potential to improve primary care for people with depression, enhancing the role of family physicians in the delivery of services within realistic time constraints and promoting the active engagement of people in recovery and prevention of future episodes. 15 The benefit of SSM in secondary care would be as an adjunct to usual treatment. Given that CBT interventions are infrequently provided in the Canadian health care system, a low-intensity behavioural intervention seems highly relevant to secondary care. 16
Effectiveness
Bibliotherapy Systematic reviews of self-management effectiveness have mostly focused upon bibliotherapy, in which clients are given a self-management workbook and encouraged to use it, then followed up months or years later to determine the clinical impact. [17] [18] [19] [20] [21] [22] A typical trial may be conducted in an outpatient mental health clinic: randomly selected clients on the waiting list would be provided with a self-management workbook, then followed up to determine the clinical impact. A systematic review concluded that "those [selfhelp books] that have been used in clinical trials have fared well, with an average effect size roughly equivalent to the average effect size obtained in psychotherapy studies." 23, p 275 A more comprehensive review concluded that the impact of bibliotherapy is clinically meaningful but less than the effect of conventional treatment for depression. 24 Notably, bibliotherapy showed significant impact on depressive symptomatology during several years of follow-up and across a wide age spectrum. 19,25-27
Supported Self-Management
The next wave of research to examine the outcome of self-management for depressive disorders included the component of minimal support; that is, guidance or coaching of clients in learning and applying mood selfmanagement skills, where the degree of contact with the client is considerably less than in psychotherapeutic intervention. This is referred to as guided self-care or, as in our review, SSM. One systematic review found that adding the coaching component substantially enhances clinical impact, generating an effect size comparable to that found with conventional treatment for depression. 28 Another systematic review found no difference between SSM and psychotherapy for depression or anxiety disorder. 29 Research is needed to reliably determine the relative impact of SSM for typical patients in primary or secondary care systems. For example, a recent RCT provided SSM to representative patients in primary care and found meaningful benefit above usual treatment. 28 Another issue is the optimal level of contact in SSM. The NICE depression management guideline recommends "6-8 sessions (face-to-face and by telephone) over 9-12 weeks, including follow-up." 8, p 20 However, it must be noted that this recommendation is not evidence-based. There is a wide range of contact frequency in the SSM literature, with many RCTs including only 2 or 3 brief contacts. 28 A systematic review of SSM for depression did not find the number of sessions to predict the clinical outcome. 24
Computer-SSM
A third wave of research has focused on the use of computerized support to help people learn and apply mood self-management skills. 30 Systematic reviews have shown that computerized tools for depression or anxiety management yield a moderate degree of clinical benefit for participating people. 31
Appropriateness
We noted above that many of the participants in selfmanagement outcome RCTs were volunteers solicited from the community by advertisements, and these groups may not be comparable to patients presenting in primary care settings. 28 Clinical judgment is required in primary or secondary care settings to determine whether a particular patient is a likely candidate for SSM.
Although the NICE guideline recommends SSM only for patients with depression of mild to moderate severity, the degree of severity that would preclude the use of SSM is unknown. Ironically, self-management in people with severe depression is poorly understood because these people are often excluded from outcome RCTs. 32 Notably, one study that did not exclude people with severe depression found a self-management intervention to be effective for these people as well. 33, p 114 Efficiency SSM is designed to work within existing systems of care in Canada, thus it is inexpensive to implement for wide use. A self-management workbook or website can be made available free or at minimal cost. Even if the patient purchases a workbook (roughly Can$20.00), SSM is substantially less expensive than a course of ADs or psychotherapy. 34 Further, SSM can be provided within the brief visits typical of primary care and does not require primary care practitioners to receive extensive training for it be effectively implemented. 35 Safety SSM does not pose the risks of dependence or high cost.
Still, we may ask whether it is associated with increased rates of negative outcomes. Scogin et al 36 reviewed studies that had reported negative outcomes (that is, worsened clinical status on depression measures) associated with bibliotherapy and found very low rates of negative outcomes, comparable to those found in psychotherapy studies. One may anticipate fewer adverse outcomes in SSM, where a coach or supporter is available to monitor and support self-management efforts. 23 But there is another safety issue worth considering: for patients with mild depression, SSM can replace pharmacological intervention, which itself has significant risks. 37, 38 As stated in the NICE guideline: "Do not use ADs routinely to treat persistent subthreshold depressive symptoms or mild to moderate depression because the risk-benefit ratio is poor." 8, p 21 Nevertheless, ADs are used routinely for these patients. As noted by Wayne Katon, 39 a leading depression researcher, Evidence suggests that patients with minor depression and adjustment disorders are frequently treated with AD medications, which represents 'overuse' in the IOM [Institute of Medicine] nosology since there is little evidence of effectiveness of medication in these populations. p 225 By providing an alternative to use of ADs for patients with milder depression, SSM has the potential to enhance patient safety while substantially reducing intervention costs.
Acceptability
Health Care Providers
Persuading physicians to accept new clinical practices is challenging. 40 But our research group has demonstrated that teaching SSM in a respectful and engaging manner elicits an impressive level of provider uptake. We delivered a 1-hour SSM training session to 85 family physicians, then tracked uptake during a 6-month follow-up. Physicians prescribed self-management to 1300 patients, roughly 20% of their patients with depression, an outcome that exceeded expectation for this simple educational intervention. 41 A program in Nova Scotia has enhanced primary care uptake by providing a resource library of depression selfhelp material. 42 As for secondary care providers, a survey of CBT therapists in the United Kingdom found that virtually all used self-help materials as an adjunct to individual treatment. 43 Nevertheless, it must be acknowledged that health care providers differ widely in their uptake of SSM. Some take to it readily, others do not find it useful, and most fall somewhere in between. We conducted a series of interviews with family physicians regarding their experiences with the intervention. Responses ranged from enthusiastic ("for most patients, giving the workbook was a positive thing-anyone would benefit") to cautious ("once patients are engaged, it's fairly successful; experiencing small gains is crucial") to skeptical ("the problem is the time involved in selling it as an effective approach-those who gravitate to it tend to like a nonpharmaceutical approach to begin with") or distinctly unimpressed ("patients don't bother with it; there's not a lot of buy-in, perhaps because I wasn't enthusiastic about it either"). Much work remains to be done to identify and overcome barriers to implementation of SSM.
Patients
A recent Canadian study indicated that a large proportion of people want to use self-care for mental health problems. 44 In our dissemination study, 50% of patients prescribed a depression workbook were adherent, a rate comparable to prescribed ADs. 45, 46 It has been argued that self-management will be most acceptable to patients when it is made available in several modalities: "small-group self-management programs, group visits with providers, Internet-mediated programs, telephone counseling . . ." 47, p 6 An example of small-group support for self-management is the RISE-UP program of the Hamilton Family Health Team. 48
Policy-Makers
SSM has been gaining acceptance by Canadian policymakers as a cost-effective way to engage patients in active recovery. For example, the Patients As Partners initiative in British Columbia identifies "Access to self-management programs" as a critical element. 49 
Sustainability
SSM is an intervention that is feasible and appropriate for widespread dissemination and sustainment in the Canadian mental health care system. However, for this intervention to become a sustainable part of Canadian mental health care, it must be integrated into clinical systems and practice. This will require knowledge exchange among researchers, policy-makers, and health care providers; that is, a conversation through which scientific and pragmatic knowledge is shared. An example of knowledge exchange fostering sustainability of SSM is the Practice Support Program, a partnership between the BC Ministry of Health and the BC Medical Association, offering SSM training to family physicians. 51
Case Study
Dr Smith is a family physician working with a diverse patient population. On a typical busy day, Dr Smith sees Lucy, a 40-year-old single mother of 2 teenagers whose presenting complaint is trouble sleeping and feeling tired. Knowing Lucy's heavy load with work and family, Dr Smith asks 2 screening questions about depression from the PHQ-2, and her answers are both positive. Dr Smith asks Lucy to complete the full PHQ-9, which Lucy scores at 15 (mild-moderate depression). Dr Smith asks Lucy further questions to establish a diagnosis of depression, and checks her sleep hygiene.
In the 5 minutes left in this appointment, Dr Smith offers concise information to help Lucy understand depression and to encourage realistic hope that she can feel better without medication. Because Lucy sees that her physician is willing to take time to work with her, she is more likely to make changes. Dr Smith hands Lucy a copy of the Antidepressant Skills Workbook and shows her the diagram that explains the interactions between symptoms and life challenges. Lucy is encouraged to read this section and the one about sleep hygiene, and to make an appointment next week.
In a series of four 15-minute appointments during the next 6 weeks, they cover the workbook sections on behavioural activation and effective problem solving. Each visit includes discussion of sleep hygiene and the challenges Lucy faces at work and home. The workbook provides a framework for each of the visits, and each week Dr Smith encourages Lucy to set some specific, realistic, and scheduled behavioural goals.
By week 6, Lucy's PHQ-9 score has dropped to 9. She is walking 20 minutes every other day at lunchtime and avoiding coffee after 11 AM. Because ruminative worry about life problems was a major factor in her sleep difficulty, she now sets aside time for problem solving before she goes to sleep. As a result, she is less likely to lie awake worrying. Also, she uses her new relaxation skills when she is having trouble falling asleep after a challenging day.
Recognizing that time and practice are essential to the incorporation of new behaviours for any health condition, Dr Smith encourages Lucy to have monthly follow-ups for the next 3 months to review any barriers to continuing her new ways of coping.
Conclusions
The introduction of SSM represents a unique opportunity to enhance the delivery of depression care in Canada. Actively engaging the distressed individual in recovery and helping the person to change depressive coping patterns can improve outcomes without mobilizing substantial new resources. It requires expanding the circle of careincreasing collaboration among care providers, distressed people, families, and peers. As SSM is assimilated into existing practice, we will learn more about how to make it compatible with constraints on provider time, increase access to self-management tools, and evaluate its benefit to everyday clinical work.
